Well-functioning physician-patient communication is central to primary care consultations. An increasing demand on primary care in many countries to manage a culturally diverse population has highlighted the need for improved communication skills in intercultural consultations. In previous studies, intercultural consultations in primary care have often been described as complex for various reasons, but studies exploring physician-patient interactions contributing to the understanding of why they are complex are lacking. Therefore, the aim of this study was to explore intercultural physician-patient communication in primary care consultations, generating a conceptual model of the interpersonal interactions as described by both the patients and the physicians. Using grounded theory methodology, 15 residents in family medicine and 30 foreign-born patients, the latter with Arabic and Somali as native languages, were interviewed. The analysis generated a conceptual model named circling the undefined, where a silent agreement on issues fundamental to the core of the consultation was inadequately presumed and the communicative behaviors used did not contribute to clarity. This could be a possible contributory cause of the perceived complexity of intercultural consultations. Identifying what takes place on an interpersonal level in intercultural consultations might be a first step towards building a common ground for increased mutual understanding, thereby bringing us one step closer to sharing, rather than circling the undefined.
Introduction
Primary care is a key player in improving health equality in the population; the consultation being essential, since inadequate physician-patient communication has been linked to lower quality of care [1] [2] [3] [4] . Demographic changes, not least as a result of recent years' historically large migratory flows, has led to an increasing demand on health care worldwide, as well as on the individual physician, to be able to manage a culturally diverse population [1, 5, 6] . Providing culturally appropriate care is however not a recent phenomenon, the idea was introduced already in the 1950's, and is well recognized today [7] . Likewise, the importance of good communication skills in building rapport with the patient is well established [8] . However, views on how to provide culturally appropriate care, as well as how consultations should be performed in order to foster an alliance with the patient have changed over time-there is still an ongoing discussion [9, 10] . Patient-centeredness and cultural competence are two concepts that are central in this context.
Patient-centered consultation techniques are currently widely used in Scandinavia, as well as in most English-speaking countries [11, 12] . Patient-centeredness is a concept emphasizing the importance of seeing the patient as a unique person [13] . It also stresses an increased patient engagement, shared responsibility, and the significance of understanding the patients' view of their medical problems [10, 14] . However, this might pose an additional challenge in intercultural consultations, or physician-patient communication across cultures, where there are potential barriers to mutual understanding such as not sharing the same language or cultural backgrounds [15, 16] .
The concept of culture is complex and a full account is beyond the scope of this paper, but a definition agreed useful in this context is: "Culture is a socially transmitted pattern of shared meanings by which people communicate, perpetuate and develop their knowledge and attitudes about life. An individual's cultural identity may be based on heritage as well as individual circumstances and personal choice and is a dynamic entity" [17] .
In order to attend to cultural differences in a health-care setting, the concept of cultural competence has evolved [7, 18, 19] . Cultural competence is a broad and complex concept where no universal definition exists [20, 21] but the following is used: "Cultural and linguistic competence is a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables effective work in cross-cultural situations" [20] . Literature on how to incorporate cultural competence in primary care practice is limited [22] . Previous studies also show that physicians in general tend to focus on generic communication skills, such as listening and conveying empathy, rather than taking intercultural perspectives into account; to a certain degree maybe failing to see to what extent cultural beliefs might influence health-related issues and communication [23, 24] .
Barriers to interpersonal communication have been a recurring theme in previous qualitative as well as quantitative studies on intercultural consultations in primary care [25] [26] [27] [28] . Intercultural consultations are often perceived by physicians as complex [25, 26, 29, 30] and stressful, partly due to lack of knowledge, confidence and skills [31] [32] [33] . Even when cultural differences have been central to the consultation, there has among physicians been a tendency to avoid addressing these issues [28] . A perceived lack of knowledge has also been linked to a limited motivation to engage in intercultural consultations [24, 31, 32] .
A systematic review exploring patients' experiences of intercultural consultations in primary care found that patients also perceived communicating with physicians challenging [34] . Contributing factors were identified and classified in the following categories: language barriers, discrimination, differences in values and beliefs, and acculturation issues [34] .
The way in which so called system-related factors are perceived as barriers to care in an intercultural context has also been described; these include, for example, complicated referral systems, long waiting times and limited access to professional interpreters [30, 34, 35] . Not having sufficient access to professional interpreters might result in the reliance on informal interpreters, such as family and friends, who often assume multiple roles in the consultation such as culture-brokers, the patients advocate and care-givers [36, 37] . In addition, using informal interpreters might increase the risk of significant medical information being omitted, since it has been shown that about half of the utterances in an average consultation are not translated [37] . The quality of the consultation is likely improved with the use of professional interpreters [38, 39] but issues of confidentiality, trust, multiple roles and misinterpretations still remain [39] [40] [41] .
In summary, intercultural consultations are complex as descriptive methods of analysis conclude. There is however a lack of studies aiming to generate conceptual models or theoretical frameworks contributing to the understanding of why this might be the case. To the best of our knowledge, studies incorporating the perspectives of patients and physicians in a combined analysis are also lacking. This demands more attention since the interaction between the two constitutes the foundation of the consultation in primary care.
Therefore, this study aims to explore intercultural physician-patient communication in primary care consultations, generating a conceptual model of the interpersonal interactions as described by both the patients and the physicians, using a grounded theory methodology taking both perspectives into account.
Methods
The study was conducted using the qualitative method of grounded theory (GT) as outlined by Charmaz and originally developed by Glaser and Strauss [42, 43] . The grounded theory approach was employed in order to develop a conceptual model, from a bottom-up perspective. The study builds on the theoretical perspective of symbolic interactionism, with the fundamental assumption of social interaction as a base for understanding reality and the self; reality is contextual and socially constructed and human actions are thus based on constructed meanings [42] . Language and communication are essential to interaction. Cultural systems of value are dynamic concepts created in social interaction and key components of all consultations. However, in intercultural consultations, they might require extra consideration and sometimes provide an additional challenge.
Setting and context
The increase in immigration to Sweden in recent years has highlighted the need for improved integration, with access to equal health care being crucial [2, 44] . The Swedish health-care system is tax funded and, in accordance with the Health and Medical Services Act, committed to providing equitable health care based on medical need; the main objective being a good health on equal terms for all individuals, regardless of social or economic status [45] . However, there is a growing concern regarding what seems to be an increasing difference in access to health care, where certain groups, such as migrants, are at risk of disadvantage [46] [47] [48] . With various primary care reforms initiated in 2007, allowing primary care centers (PCCs) to privatize, the average number of primary care visits increased. However, due to simultaneous changes in the reimbursement system it seems that more affluent groups, with a lower burden of disease, might have benefited on account of patients with more complex needs [48, 49] . In Sweden, primary care has responsibility for providing the general population with basic medical care, regardless of their socio-economic status, and it is the first point of contact for the majority of individuals seeking medical care, including migrants [47] .
PCCs employ specialists (in family medicine) and residents (postgraduate physician trainees in family medicine), as well as nurses and sometimes other paramedical professionals, such as psychologists and physiotherapists [47] . A residency in family medicine in Sweden includes five years of full-time working in primary care under the supervision of a specialist. Patients are free to choose their provider of primary care, since the implementation of the so-called Primary Care Choice Reform in 2008 [50] . Each PCC is thus responsible for the patients they have listed instead of those living in the surrounding geographical area [47, 48] . The PCCs where the residents worked and the PCCs where participating patients were listed, were located in different parts of Stockholm County Council and varied in size, demographics and socio-economic characteristics, but they were all part of the same reimbursement system and had the same access to secondary or tertiary care. Due to logistic difficulties the residents did not work at the PCCs from where the patients where included.
Recruitment and description of participants
A total of 15 residents in family medicine and 30 foreign-born patients were included. Theoretical sampling was applied when recruiting the participants. In accordance with the methodology of GT, theoretical sampling is an ongoing process in which recruitment of participants takes place continuously and in parallel with the analysis in order to achieve theoretical saturation of the emerging categories [42] . Residents were chosen as our target group, rather than specialists, since they are still in training, thus we expected them to provide us with more substantive accounts of the complexity, making areas of improvements easier to identify.
The residents were initially contacted using an e-mail list provided by the regional center for resident education in primary care. The inclusion criterion was an ongoing residency in family medicine, and there were no exclusion criteria.
The patients were initially invited to participate via written information distributed by staff working at three different PCCs in Stockholm. All patients included were part of the Swedish migrant population and had obtained Swedish residence permits. Exclusion criteria were being under the age of 18 or over 65. Due to their strained circumstances asylum-seekers and undocumented migrants were also excluded.
The characteristics of the participants are outlined in Tables 1 and 2 . Including foreign-born residents having received their medical education abroad was deemed important since they constitute a great part of the body of physicians in Sweden today [51] .
Ethics
All informants were given verbal and written information on the purpose of the study. The verbal information was given in Swedish or, when needed, given in the native language by staff at the recruiting PCCs, and also a second time at the interview (through the use of a professional interpreter if needed). The written information for the patients was translated by professional translators into their respective native languages. Even though the majority of the patients declined the offer of an interpreter during the interviews, we found it important to ensure they were all given written information in their native language on confidentiality and the voluntary nature of participation, with the right to decline or withdraw from the study at any given moment without the need to explain why. Informed consent was given in writing by each participant, when needed in their native language. The transcripts were anonymized. 
Data collection and analysis
Data was collected by means of individual and focus group interviews. All interviews took place in Stockholm between September 2015 and September 2017, in locations chosen by the participants; these included meeting facilities provided by local libraries, Karolinska Institutet or in some instances the PCCs.
In total, three focus groups consisting of four to seven participants, and 31 individual interviews were carried out. The residents were interviewed individually and the patients were interviewed both individually and in focus groups. Focus groups with patients were used in addition to individual interviews to explore if new information would emerge through the interaction of the informants [52] , which was not the case although a richer account was given in general.
All focus groups were led by the first author who acted as moderator, while the last author acted as observer. Master-level medical students conducted the individual interviews, with both residents and patients, under close supervision by the first and last authors. In qualitative methods, the researcher is a part of the research process bringing prior experiences and knowledge "to the table". The first author, being a specialist in family medicine, and the last author a licensed psychologist and researcher with focus on intercultural health care, enable theoretical sensitivity, but also represent a risk of bias, and we hypothesized that the authors' positions might also be a hindering factor preventing the informants speaking freely and bringing forth possible complaints or insecurities. This was the main rationale for medical students being involved in the interviews.
Initial interview guides with open-ended questions were developed, one for the residents and one for the patients. Questions were formulated with the intention of illustrating the Table 2 . Characteristics of the patients who participated in the interviews concerning intercultural consultations in primary care (n = 30).
Characteristic Number (%) Mean (SD)
Gender:
• Men 15 (50) • Women 15 (50) Level of education:
• Primary 12 (40) • Secondary 9 (30)
• Higher 9 (30)
Country of origin:
• Afghanistan 4 (13)
• Iraq 2 (7) • Somalia 18 (60) • Syria 6 (20) Years living in Sweden 9.6 (6.9) patients 0 and the residents 0 respective experiences of intercultural consultations in primary care, with the main focus for all interviews and focus groups being physician-patient communication. The questions were formulated with slight variations for the two groups but the same aspects were covered; these included experiences of more and less satisfactory consultations, trust-building and how to reach mutual understanding. Throughout we continuously asked for differences and similarities between inter-and intracultural consultations. Follow-up questions focusing on behaviors were frequently used. Interviews were conducted using a semistructured interview technique, which enables the interviewer to explore new areas of interest emerging during the interview. The data collection and analysis were carried out in parallel, and in accordance with GT as preliminary concepts and categories emerged the interview guides were revised by the first and last author. Preliminary categories emerging early on were for example ambiguities regarding roles and responsibilities, this was then penetrated further.
Each interview was audiotaped, transcribed verbatim, and analyzed prior to the next. The interviews were transcribed by the respective interviewer. In the cases where the first author did not interview and thus did not transcribe, the audiotape was listened to by the first author. Interviews were carried out until theoretical saturation was achieved, that is when new information no longer adds new theoretical insights [42] .
Each patient was given the opportunity to use an interpreter. However, the majority declined and in the end only 11 of the 30 patients included were in need of an interpreter. Parts of the interviews where interpreters were used were reviewed by independent professional translators in order to verify the accuracy of the interpretations. In general, the interpretations were deemed accurate with the exception of the interpreters sometimes shortening the informants' answers, although according to the translators this did not change the content.
In accordance with GT as outlined by Charmaz [42] the data analysis used initial, focused coding and categorizing. Initial coding was carried out by the first and last author generating rudimentary codes. During focused coding the initial codes were tested against a gradually increasing amount of data generating substantive preliminary categories. Through categorizing the analysis was raised from a descriptive to a more theoretical level and a concept was created and defined. One example being the quote: "The physician should never ask questions that aren't to do with the patient's problems" which generated the following coding steps: not accepting questions "out-of-context"-selective story-sharing-fragmentizing the story. By constantly returning to the original coding and data throughout the analysis, the final concept was grounded in the data. Memos were written continuously throughout the research process in accordance with the method. The analysis was conducted in Swedish, this being the native-language of the research team, and was continuously discussed in seminars with the co-authors.
The relevance of the results was checked by the use of key informants and additional focus groups. The key informants were two senior physicians with a deeper knowledge of the area through a vast experience in working with migrant patients. One focus group consisted of five patients with migratory backgrounds similar to the informants and one focus group consisted of eight residents in family medicine working at various PCCs in Stockholm. In summary, they considered the results relevant and the residents found the conceptual model applicable to their work. No concepts were changed. The informants were also invited to comment on the results.
Results

Circling the undefined-A conceptual model
Difficulty in dealing with the undefined emerged as a main concern in the analysis. Both residents and patients seemed to experience this. The undefined affecting the interpersonal communication in intercultural consultations incorporates an inadequately presumed silent agreement on the format and/or content of the consultation, and on the fundamental views on what constitute health and illness, all contributing to a predominance of symptoms and concerns left without a "sufficient" or shared explanation. 
"(res12).
Within the same culture there is often a sufficient level of agreement on the aspects incorporated in the undefined, thus there is no need for clarification in the individual consultation. However, when basic views on these areas differ substantially and this is not recognized, it is likely to create misunderstandings adding to the complexity of the intercultural consultation.
"So often this thing about what is a disease and what is not a disease that is something causing misunderstandings between the physician and the patient." (FGI1pat3)
The categories described in our model are behaviors applied by residents and mirrored by patients, that might serve a function in some consultations, for example, offer a simplified explanation or save time. However, in intercultural consultations they will not bring about a shared understanding, but rather lead to a circling of the undefined, resulting in the core of the problem not being sufficiently addressed.
Two main categories and five sub-categories emerged in the analysis of the resident-and the patient-interviews. In different ways, although not explicitly intended, they seemed to lead to a circling of the undefined without getting closer to the core of the problem. The categories are described separately below and they form the basis for our conceptual model: circling the undefined, as illustrated in Fig 1. 
Hampering the communication
If significant information is not shared the undefined will not be clarified. Communication is found to be hampered in different ways as outlined below in three sub-categories. Fragmentizing the story leads to a shattered holistic view. Preconceptions are applied as part of culture blaming and explaining. Fitting the box involves assuming adequate knowledge.
1.1 Fragmentizing the story. Fragmentizing the story means restricting history taking; in worst case it resulted in a shattered holistic view where only fragments of the patient's history were made available to the resident. This behavior was described as a technique of dealing with what the residents perceived as being too limited a time available for the consultation.
In intercultural consultations time limitation was perceived as particularly problematic since, in addition to language difficulties there could be a different communication style, described by the residents as often elusive and unstructured. This sometimes resulted in difficulties assessing the severity of described symptoms. "When you express yourself in a different way it is more difficult to assess if it is anything serious or not, and then when there are a lot of symptoms you tend to think 'no, this is probably not that serious, it is like too much, and if all of that would be signs of somatic disease you wouldn't even be able to walk in here." (res1).
Fragmentation became a way in which to try to create structure and sometimes also, for better or for worse, to simplify a complex account. There was however ambivalence among the residents regarding this strategy; it might facilitate a more manageable work situation but at the cost of losing the overall perspective. "But you could also assess the stomach pain and the headache separately and say: 'There is nothing wrong with your stomach and there is nothing wrong with your head, end of story' and be satisfied. We are all different, and who knows maybe that is sometimes not such a bad way of doing things."(res2).
The patients also described how they often chose to be quite selective in sharing their story. Reasons could be, for example, fear of a lack of confidentiality, experiencing encroachment into their private life when asked questions about for example family, and feeling that questions were asked out of context. "The physician should never ask questions that aren't to do with the patient's problems. They should keep to the problem you have."(pat4) However, patients having lived for a longer period of time in Sweden described how they had become accustomed to questions from physicians which they initially felt were intrusive and compromising their integrity. "From the beginning I felt he [the physician] was stepping into my private life, but now I've gotten used to it and I don't think it's strange anymore." (pat6).
1.2 Culture blaming and explaining. Culture blaming and explaining means ascribing various traits or behaviors of the patient, or the physician, based on their belonging to a certain culture differing from one's own, implying that all members of that group share the same traits. Behaviors or symptom-manifestations can then be explained by, or blamed on culture, minimizing the need for a more profound assessment. This was a strategy that both patients and residents applied with what seemed to be varying levels of awareness.
"It's a cultural thing" was a recurring phrase used by both patients and residents when referring to behavioral aspects of the consultation which they did not understand. This included for example the ability (or disability) to express empathy, the tone and volume of voice, whether or not to trust a physician asking colleagues for advice and how much value to place on a physical examination.
One consequence of culture blaming and explaining was described by the patients as a perceived sense of discrimination through being assessed as part of a group instead of individuals. Intercultural consultations in primary care-A grounded theory study While residents in the interviews expressed an explicit reluctance to generalize about foreign-born patients, the existence of prejudices was admitted and the difficulty to find time to reflect on this in day-to-day work was a concern. "I think you just work, without thinking too much. .
One patient gave the following example: "'Why do you Somalis have pain in either your left or right arm? What are you DOING with your arms?' I said: 'are you asking me or all Somalis? I'm the only one here now. I don't know if it's the left or right arm with the rest of them.' He [the physician] said: 'we had a meeting at the hospital, and we discussed the fact that ALL Somali women had pain in either their left or right arms.'" (FGI2pat4).
. of course you have your prejudices lurking below the surface, and it is important to talk about them." (res1).
1.3 Fitting the box. Fitting the box refers to how the residents seemed to work with a mind-set of well-defined "boxes" in terms of guidelines, care programs and diagnostic manuals for what is common and expected to present at an average PCC. In one of these boxes each patient is sooner or later "being made" to fit. In intercultural consultations the risk for "a bad fit" is more evident, due to, for example, different interpretations or understandings of various concepts and the prevalence of different diseases varying across populations. Fitting the box could also become an indirect way of showing the patient what is accepted in a specific cultural context. It was, with self-distance referred to as a process of integration by one of the residents: "It is a process of integration where the patients are forced to adapt to fit into our diagnostic manuals." (res8).
Fitting the patient into existing diagnostic manuals was something that some residents expressed concern regarding. Could it be considered good practice to place the patient in a diagnostic category when the concept might have a different meaning to them? One example discussed was the non-universal diagnosis "maladaptive stress reaction". The patients expressed how they felt this diagnosis was a way to dismiss them:
You have an appointment with a doctor, maybe only 5-10 minutes, and he says: 'how are you?' and then he turns around looking at his computer. You keep talking and then [he] says: 'ok, so I think you have a stressreaction'. Oh please!" (FGI2pat6).
In addition to indirectly imposing more or less relevant or understandable concepts on the patient, fitting the box could also result in an increased risk of physician's delay. Both patients and residents gave examples of this in the interviews. With infections, for instance, it might involve failing to take into account a patient's stay in their home country, thus missing to test for pathogens not included in the standardized care programs. Another example discussed was female genital mutilation. "I have had female patients who had undergone circumcision. . . who said nothing about it themselves, but who came in for other problems that are related to it. . . and I had not considered that it could have been the case."(res6) For a lot of residents, even though they might possess theoretical knowledge of the phenomenon, the idea of female genital mutilation is still outside their well-defined boxes, and therefore easily overlooked.
One patient summarized it with the following quote: "Dare to think 'outside the box', sometimes, not every day, I know that you have something to follow, some guidelines. . . But sometimes. . ." (FGI1pat2).
Blurring the framework
Through expanding one 0 s role and shuffling responsibilities the framework for the consultation becomes unclear. Thus the conditions are favorable for the undefined to remain so, rather than help clarifying it. The two sub-categories are presented below.
Expanding one's role.
The residents reported that in intercultural consultations they often became something more than just a physician. Expanding one's role involves the resident trying to take on functions of other professions (or bodies), or being assumed to possess these functions by the patients. This seemed to occur more or less subconsciously and involuntarily. Examples given by the residents of what the physician's role could be expanded to include were: social representative, social welfare officer, psychologist, Swedish teacher, "a walking encyclopedia", coach and advocate in dealings with the authorities. This could affect the consultation in different ways; one being spending a lot of time on non-medical issues. This could include everything from drawing maps to the nearest pharmacy, to more complicated and emotionally demanding tasks such as having a supportive role in the patient ' Possible consequences for the individual resident could also be identified. Some of the residents expressed that the demands they felt they were under to expand their role entailed a feeling of inadequacy and powerlessness, which in the long run might result in less jobsatisfaction and increased levels of work-related stress.
"It becomes like a part of your everyday work, recurring problems, which as a fellow human you naturally think of as terrible and horrible. But in your professional role you can't do anything about it. . . that constant feeling of not doing anything good or helping in anyway." (res5).
2.2 Shuffling responsibilities. Shuffling responsibilities is a behavior which is result of a discrepancy between the patients' and the residents' views on where the line is drawn between their respective responsibilities. There seemed to be an expectation that this demarcation should be self-evident, requiring no explicit clarification, but this is far from always being the case; it varies over time and by societal form. Instead of establishing who takes responsibility for what, there seemed to be a tendency to hold the other party accountable-hence the concept shuffling responsibilities.
Who had the main responsibility for the patient's health was one example where the residents' and the patients' views could differ: "Physicians have a role, I came to you as a patient [. . 
.], I came because you have a lot of knowledge, I need help, need to get rid of this problem. You have to take over the medical side of things, all this medical stuff."(FGI1pat1)
Coming from a culture where patient engagement is not an established concept, and where the style of communication might be more paternalistic, expecting the physician to "take over" might be adequate behavior. If the resident on the other hand is trained in an environment where a high degree of patient engagement is expected, this behavior might cause frustration; involving the patient in the treatment was for example found to be more of a challenge. "You might think that the physician can fix a whole lot, perhaps without having to do anything yourself, you can just get some pills that can fix most things. I have seen a lot of that sort of thing and have to work hard to explain, or to get the patient to realize that they can be involved in the treatment."(res6) The consequence could be mutual dissatisfaction with the consultation and consequently maybe an inferior medical treatment, which might have been possible to avoid if a clear agreement on the concept of shared responsibilities, had been established from the beginning.
Discussion
Statement of principal findings
Dealing with the undefined seemed central to a successful physician-patient interaction, since in intercultural, as opposed to most intracultural consultations a sufficient consensus on the aspects included in this concept could not be assumed. In summary, an inadequately presumed silent agreement on the format and/or content of the consultation and on basic views on the concepts of health and illness contributed to a predominance of symptoms and concerns left without an explanation. Addressing the undefined, as part of the intercultural consultation, could potentially result in less misunderstandings, frustration and insecurities. However, we identified several communicative behaviors among the residents, mirrored by the patients, which (although probably unintentionally) seemed to maintain rather than resolve the undefined. The behaviors described in our first main-category, hampering communication, might inadvertently signal a wish for distance and reluctance to interact on a more profound level. Whereas potentially colliding views on roles and responsibilities described in our second main-category, blurring the framework, seemed to result in an insecure interaction. In different ways this might contribute to a negative communication climate where voicing questions and concerns (although possibly shared) are not facilitated and where differing views or ideas are not likely to emerge but rather be left unidentified. Hence, the conceptual model of circling the undefined.
Findings in relation to previously published work
Communication is inherently cultural since our cultural belonging shape the way we interpret what is being said, how it is being said and our understanding of implicit meanings [34] . This is fundamental to consider when reflecting on interpersonal interaction in intercultural consultations; in other words both patients and physicians bring their respective cultural background to the consultation, thus potential difficulties arising are consequences of the interaction between the two, rather than due to the patient "having a different culture" [17] . Upholding a dual perspective might be facilitated by global mobility leading to an increasing number of physicians, in Sweden as well as internationally, coming from or being educated abroad [21, 24, 51] .
It is also central not to underestimate similarities between cultures, which can be illustrated by several generic communication skills being equally valued by patients, regardless of cultural belonging; examples are attentive listening, being treated as an individual and with respect, and being granted a sufficient amount of time [53] [54] [55] . Thus, our conceptual model will be discussed both in relation to concepts pertaining to intercultural communication such cultural competence and humility, as well as in relation to patient-centering.
First however the concept of uncertainty will be mentioned in relation to our conceptual model in order to briefly outline how we distinguish it from the undefined. Uncertainty has many different constructs and a comprehensive discussion is beyond the scope of this paper. It is however often mentioned in the literature as pertaining to the physician's diagnostic uncertainty [56] [57] [58] and as being a function of the physician's biomedical knowledge, clinical judgement and information processing skills [59] . Emphasized is that an element of uncertainty is unavoidable in all consultations (irrespective of them being inter-or intracultural), this being due to the uncertainty inherent in the field of medicine itself [59] . The limited capacity of evidence based medicine to predict outcomes for the individual patient being one example [59] .
Circling the undefined is a result of the physician-patient interaction in intercultural consultations and unlike uncertainty the concept is not inescapable. However, it does require clarification through communicative behaviors, inevitably taking culture into serious consideration.
Cultural competence is a concept with great impact albeit not having a universal definition, as mentioned in the introduction [20, 22, 60] . Two systematic reviews looking at the concept from different angles were published in 2016, with an agreement in the majority of the articles that cultural competence entails three major components: cultural knowledge, awareness and skills [20, 22] . One example from our results demonstrate how a seemingly basic question such as asking about family, might actually in an intercultural consultation cause perturbation if these components are lacking. In our sub-category of fragmentizing the story, one patient describes over time having learned to accept questions about family, initially considered very private. Having a basic knowledge of different worldviews might in this instance be helpful. In countries where a collectivistic worldview is predominant, the group is highly valued and protected [61] . This might, from a Swedish perspective, being a highly individualistic culture [61] , seem foreign. If the physician is not aware of the implications of these different so called cultural values [62] , patients fragmentizing their story when being asked questions about family might be misunderstood or mistaken for having a hidden agenda if reluctant or neglecting to answer. However, the risk of over-generalizing is important to consider when discussing the concept of cultural competence. The concept of cultural competence has been criticized for increasing the risk of the individual being overlooked, in favor of simplified stereotypical clarifications based on culture being the same as ethnicity or nationality [60] . This risk is more inherent in the so-called cultural expertise approach of cultural competence which is factdriven and reflects biomedical teaching in that absolute truths can be discovered and learned [63] . The dominance of biomedical teaching in medical training can be said to foster medical students into a biomedical micro-culture [34] .
The concept of micro-culture refers to groups within the general cultural context sharing different traditions and/or behaviors based on for example gender or profession [64] . Physicians are for example, as mentioned, trained within a dominant micro-culture of biomedicine; which has been suggested to enhance "an asymmetric physician-patient relationship" contributing to patients experiencing a sense of vulnerability and helplessness in intercultural consultations [34] . In addition, if the undefined is circled, as suggested by our conceptual model, it has the potential of further reinforcing this asymmetry in intercultural consultations, since a presumed silent agreement might result in lack of information relevant in empowering the patient. Through our conceptual model it might be possible for the individual physician to identify communicative behaviors contributing to this asymmetry and consequently through awareness and change facilitate an interaction on more equal terms. However, an asymmetric patient-physician relationship is not only maintained by the physician, it can also be sustained or enlarged by the patient as seen in our category of shuffling responsibilities where the patient expressed a wish for the physician to "take over all this medical stuff".
Shuffling responsibilities is a communicative behavior which suggests that the aspects of patient-centering concerning patient engagement and shared decision making, mentioned in the introduction, might need to be adapted in some intercultural consultations in order to avoid mutual dissatisfaction. Adapting the style of communication to the individual patient in accordance with patient-centering, might thus in the short run involve maintaining a more asymmetric patient-physician relationship. We are thereby not suggesting that patient-centered techniques are not applicable in intercultural consultations. On the contrary, our subcategories of culture blaming and explaining and fitting the box demonstrate what happens when patient-centering is neglected: the individual patient is hidden either in the collective or behind formal care programs.
Another concept also stressing the inclusion of the individual patient and addressing power imbalance is cultural humility [65, 66] . The physician committing to self-reflection is also a main component of the concept [65, 66] . Our sub-category of culture blaming and explaining emphasizes this need, as the risk for an ethnocentric approach is inherent in this communicative behavior. Previous studies also confirm that physicians do not usually reflect on their own cultural background and its possible influence on the consultation [23, 28] .
With the interrelated concepts of cultural competence, patient-centering and cultural humility evolving alongside there has also been a call for the application of an intersectional framework in intercultural medical curricula, based on the premises that multiple social and cultural statuses such as gender, ethnicity, sexuality, level of education and social class co-exist and interact to shape the needs and experience of each individual [10, 67, 68] . By applying an intersectional approach it might also be easier to envision to what extent the undefined, as outlined in our model, might be present and in need of being addressed in the individual intercultural consultation, rather than using a "one-size-fits-all approach" with a dominant focus on culture in its more narrow sense. Through our model an intersectional approach might be facilitated by a shift in focus from identifying and understanding specific"cultural phenomena", to behaviors applicable in a more wider sense in intercultural consultations. The conceptual model can be visualized as a malleable framework of interrelated concepts; they are not possible to rank in significance in a generalized way; for one consultation a specific behavior might be the principal cause of the undefined not being disclosed, while in another a combination of several behaviors might be the reason. However, the concepts in the framework are interrelated in that they all contribute to a less than optimal interaction, unintentionally enhancing an asymmetric patient-physician relationship instead of promoting a disclosure of the undefined. With multiple and complex intersectionalities of culture and health being present in intercultural consultations in primary care, where a holistic approach is considered a core value, some has even suggested that residents as part of their training to become specialists in family medicine need to undergo "a cultural shift"; to reorient their biomedical thinking in order to adopt to "a new cultural role as primary health care providers" [69] . In intercultural consultations our conceptual model might be a helpful tool in doing so.
Strengths and limitations
A GT study can be evaluated using various criteria, however, the criteria of relevance, fit, workability and modifiability as outlined by Glaser are described by Charmaz as "particularly useful" [42, 70] .
This study included a diverse group of informants and employed the use of both individual and focus groups interviews, resulting in rich and saturated data. The ability to identify a main concern in such a heterogeneous group emphasizes the relevance of the results. Reflecting the body of physicians working in primary care in Sweden today we found it important to also include residents having received their medical training abroad, thus adding to the heterogeneity and incorporating a wider perspective of intercultural consultations. Since the setting of the study was a multicultural environment, regardless of the residents' origins they frequently met patients from other cultural backgrounds. Relevance was also confirmed by so-called member-checking.
Fit means the model is directly related to empirical data. Since data collection and analysis were performed in parallel, in accordance with GT methodology, the results can be considered well-grounded in the data. Thus, they reflect the perceptions of the residents and the patients.
The use of different interviewers can be regarded as a limitation. This might be outweighed by the risk of the informants being less inclined to share any negative views, had the first author, who is also a specialist in family medicine, been the only interviewer. Close collaboration and regular supervision also balanced the possible negative aspects.
The main limitation of this study was language barriers, with the consequent need for interpreters in some cases, even though the majority of the informants were proficient in Swedish. Using interpreters changes the conditions for the research interview, with the researcher having to rely on the interpreter's skills and qualifications and data being co-constructed by three parties [71] . Just as in medical consultations the presence of an interpreter in research interviews may have an impact on issues of trust and confidentiality and consequently on what information the informant chooses to disclose [39-41, 71, 72] . The risk for misconstructions was compensated for by using only professional interpreters and applying translation-checking, previously described in the methods section. When analyzing the interviews there were not any systematic differences between the group using interpreters and the one proficient in Swedish, both groups also expressed negative and positive statements.
Other aspects pertaining to data collection that might influence the results are the location of the interview and the recruitment procedure. The participants were always given the option to choose location and to the extent possible "neutral" places were suggested. The recruitment procedure was undertaken with emphasis on confidentiality and the voluntary nature of participation in accordance with the ethical permit. When recruiting patients, the procedure also included clear information that their care would in no way be affected by their decision to participate. Choosing to recruit residents, as opposed to specialists, was an active choice as described in the methods section, this might however also have had a bearing on the result in that the complexity encountered might be more prominent. For example, a lack of continuity with the patient over a longer period of time, which residents being in the beginning of their career often have not had the opportunity to establish, is likely to contribute to a sense of complexity.
The result of a GT study is always a product of the interaction between the researchers, the informants and the data. Thus, researchers need to reflect on how their own cultural beliefs influence the data. This was continuously discussed in group sessions and through the use of memos.
Interviewing specialists and performing observations in a clinical setting would be valuable in order to gain further understanding of a complex area and to check the workability and modifiability of the constructed model. This is planned for in future studies.
Implications
Short term: The study emphasizes the importance of focusing on interpersonal interactions in intercultural consultations and training, as well as highlights the need for interventions aimed at both residents and patients to facilitate communication. For residents, as a first step, we wish to propose an expanded capacity for self-reflection under supervision, based on an experiential learning perspective.
Long term: Through improved consultation skills, optimize the care of foreign-born patients in primary care, thus reducing the risk of inequality in health care.
Conclusion
Intercultural consultations are complex, this study is an attempt to construct a conceptual model of interpersonal interactions contributing to the understanding of why. Understanding how communicative behaviors used might fail to address key elements of the consultations incorporated in the undefined might be a first step towards building a common ground for increased mutual understanding. Consequently, we might also be one step closer to sharing, rather than circling the undefined.
